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CARDIOMETABOLIC DISTURBANCES AND HAND OSTEOARTHRITIS: A
CROSS-SECTIONAL AND LONGITUDINAL STUDY
A. Courties y, J. Sellam y, E. Maheu y, C. Cadet z, Y. Barthe x, F. Carrat x,
F. Berenbaum y. yRheumatology, Saint-Antoine Hosp., Inserm UMR S_938,
UPMC Univ Paris 06, Assistance PubliqueeHo^pitaux de Paris (AP-HP), DHU
i2B, Paris, France; zRheumatology, Private Ofﬁce, Paris, France; x Publ.
Hlth., Saint-Antoine Hosp., Inserm UMRS_1136, UPMC Univ Paris 06, AP-
HP, Paris, France
Purpose: Metabolic disorders, as well as atherosclerosis or car-
diovascular disease are associated with higher hand osteoarthritis
(HOA) incidence. This study aimed to determine i) clinical and radio-
graphic features associated with HOA symptoms and structural severity
ii) factors associated with HOA progression with a special emphasis on
cardiometabolic disorders.
Methods: This is an ancillary study from an international 3-year,
randomized, placebo-controlled phase III trial designed to evaluate
strontium ranelate on the X-ray progression of knee OA (SEKOIA trial).A
clinical assessment at baseline and at 3 years was performed. Hand
radiographs were scored by 2 reproducible readers (ICCs >0.8) for
Kellgren-Lawrence (KL) and Verbruggen anatomical phase (Verb)
scores.We included subjects with radiographic HOA deﬁned by at least
2 joints with KL2. Symptomatic forms were assessed using the crite-
rion hand pain and Functional index for HOA (FIHOA) 5 as well as the
Australian/Canadian (AUSCAN) pain score (normalized at 100) . Radio-
graphic HOA severity at baseline was assessed by hand KL sum score
and the number of erosive joints according Verb scorings.The longi-
tudinal analysis was performed on the placebo group only to avoid
potential biases due to a treatment effect. The clinical and radiographic
progressions were deﬁned as the changes of FIHOA and hand KL score
between baseline and endpoint. Baseline age, gender, body mass index
(BMI), clinical features and cardio-metabolic parameters were included
in a multivariate linear or logistic regression model.
Results:At baseline, 869 subjects (72 %women)withmean± SD age of 64
± 7 years and BMI 29.6 ±4.7 kg/m2 had radiographic HOA and 26 % were
symptomatic. Multivariate analysis indicated that symptomatic HOAwas
associated with menopause (p<0.001), depression (p<0.01), a history of
ischemic cardiopathy (odds ratio (OR) 3.59 conﬁdence interval 95%
(IC95%)[1.78-7.26],p<0.001) and radiographic severity (p<0.001). Similar
associations were found with AUSCAN pain (p<0.05 for all analyses).
Radiographic severity was associated with age (p<0.0001), obesity
(Beta¼2.87 IC 95%[0.51-5.24], p<0.01), symptoms (p<0.001) and knee KL
grade (p<0.01) after adjustment on confounders. The number of erosive
joints was associatedwith age (p<0.0001) and alsowith a BMI30 kg/m2
(p¼0.05). 307 HOA patients from the placebo group were followed for a
mean duration of 2.6± 0.7 years. Clinical aggravation occurred in 23% and
was associated with ischemic cardiopathy (p¼0.01) and a lower initial
global AUSCAN score (p<0.01). Baseline KL score (p<0.01) was the main
factor associated with radiographic progression which was frequent
(n¼214/295) but weak with a mean KL change of 2.4±3.3 /128 points .
Conclusions: In HOA, ischemic cardiopathy is associated with symp-
toms and clinical aggravation. Obesity is associated with structural
damages. Structural progression was weak and related to baseline
radiographic severity.
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EFFECT OF SMOKING ON RADIOGRAPHIC KNEE OSTEOARTHRITIS
AND CARTILAGE DAMAGE: THE MULTICENTER OSTEOARTHRITIS
(MOST) STUDY
J. Niu y, T. Neogi y, M. Nevitt z, A. Guermazi y, F. Roemer y, J. Torner x,
C.E. Lewis k, D. Felson y. yBoston Univ. Sch. of Med., Boston, MA, USA;
zUniv. of Calfornia at San Francisco, San Francisco, CA, USA; xUniv. of
Iowa at Iowa City, Iowa City, IA, USA; kUniv. of Alabama at Birmingham,
Birmingham, AL, USA
Purpose: The relation of smoking to knee osteoarthritis (OA) has not
been fully clariﬁed. While, compared with nonsmokers, smokers are
reported to have a lower risk of radiographic knee OA, studies of mostly
former smokers have suggested they have faster cartilage loss on MRI.
We used data from the Multicenter Osteoarthritis (MOST) Study to
examine the relation of smoking to radiographic knee OA and cartilage
loss.
Methods: The MOST Study recruited 3,026 subjects with or at risk for
knee OA at baseline. Cigarette smoking status (never, former, current
